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F 000 INITIAL COMMENTS F 000

This plan of correction §s prepared
and executed Because it is reguired
by the provisions of the state and

This Staterment of Deficiencies was generated as faderal regulations and not because
the result of a complaint investigation conducted Hearthstone agrees with the allegations
at your facility on February 9, 2005. and citations listed on this statement
of deficiencies. Hearthstne maintains
The findings and conclusions of any investigation that the sfleged deficiencies do not,
by the Health Division shall not be construed as individually or cellecively, jeopardim
prohibiting any criminal or civil investigations, the health aml satety of the rasidents,
actions or other claims for relief that may be nor are they of such character as to
available to any party under applicable federal, Amit our capacity to rendsr adetuate

care as prescribed by regulation. This

state or local laws.
pan of correctich shall spepate as

Complaint #NV00007113 alleged that the facility Hearthstmne's written croditle allegation
; . of compfisnce,
failed to:
;Idigl%wde adequate personal hygiene and O ——
g . Hoarthistons doss not admt 1 the

2. Promptly answer call lights, aceracy of the doficiencies, s plan
3. Prevent weight loss, and of correction is ot meant t‘o estahlish
4, Failed to prevent abuse. any stadard of cave, contract, obligation,

. - . . of position, and Hearthstone reserves
The investigation failed substantiate and find all rights 1o raise 2l possible contentions
deficiencies related to the allegations cited above. and defenses i any civl op crimina claim,
A deficiency was determined for an unrelated action or proceeding.

issue. See Tag F 309.
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F 309 | 483.25 QUALITY OF CARE F 309 €309 HECEI L’E u f
§8=D ) .
Each resident must receive and the facility must This resident was discharged St MEFY3R 9 § 2005
provide the necessary care and services to attain Hospital en 1/26/05.
or maintain the highest practicable physical,
mental, and psychosocial well-being, in ) . *LIOUN BITY, NEVA

N . 24 hrs. wilt be assessed, physician/ family ~
aczoruldanc? with the comprehensive assessment notification, aad orders followed Uirough,
and plan of care. infection control nurse wil review 20 telephons
orders daffy, to identify any restient with diarrhea,

B ENDUR
Any resident with diarrhea for more § ﬁﬁ’

=]
6

Use F309 for quality of care deficiencies not
covered by s483.25(a)-(m).

Val

p) 2
LABORATWECT DER/SUPPLIER REPRESENTATIVE'S SIGNATURE T (X6)7E

o Sttt  7/25 s

Any d;;%cy siatemh;lt ending with an asterisk (*} denctes a deficiency which the ir.lstit'ution may be excused from correkéﬁg providing it i! detennif'led that

other sgfeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
followjfig the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. | deficiencies are cited, an approved plan of correction is requisite ta continued
program participation.
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chronic obstructive pulmonary disease. The
resident was admitted for extended rehabilitation
and IV antibiotics. The admission orders inciuded
Lomotil two tablets, four times a day as needed
after each loose stool. Review of the Activities of
Daily Living (ADL) Flow Sheet revealed that the
resident had loose stools on 1/9, 1/10, 1/16, 1/18
through 1/21, and 1/25 through 1/28/05. Review
of the Medication Administration Record (MAR)
revealed that the Lomotil was administered on
119, 1/27, 1/28, and 1/29/05. On 1/27/05 the
advanced nurse practitioner (APN) noted on her
progress notes that the resident had loose stools,
but had not received any Lomotil lately. She
indicated that the nurses were reminded to give
the Lomotil. On 1/28/05 the APN wrote in her
progress note that the resident again had
diarrhea, but not had yet been given any Lomotil.
The documentation on the MAR indicated that the
medication was given at 8:45 PM on 1/28/05.
The documentation on the ADL flow sheet noted
that on 1/28/05, the resident had Ioose stools
during the day and evening shifts.
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F 309 | Continued From page 1 F 309
For those residents identified, the infection control
This REQUIREMENT is not met as evidenced nirse will peview all telephone orders dally, to
by: identify any resident with diarrhea,
for 1 of 1 residonts the oty alod o meraimater for theso ot ettt e ection canto
dicati dered nurse will perform rantdom auiit of the Medication
medication as orcered. Miministration Records to ensure physician orders
N - . are followed. The pharmacist consultant will give an
Findings include: inservice on physician orders and medication admin-
. . . istration.
Resident #1: The resident was admitted from an
acute care facifity on 1/7/05. The resident's The intection contrel mrse will track and trend
diagnoses included diabetes, osteomyelitis, {1 upsets monthly, with review durily Performance
hypertension, peripheral vascular disease, and Imprevement Commitles meeting 3/8/05
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